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Abstract

Background: Gastric cancer is the fifth most often diagnosed cancer and the third most frequent reason of can-
cer death worldwide. It is also associated with a lack of standard treatment strategies, particularly following first-
line therapy. In Ethiopia, the survival status of gastric cancer patients was not well understood.

Objective: This study aimed to determine the clinical outcomes and prognostic factors for survival among gas-
tric cancer (GC) patients in the adult oncology unit of Tikur Anbessa Specialized Hospital, Addis Ababa, Ethiopia.
Methods: Hospital-based retrospective cohort study was conducted on 164 study participants recruited from pa-
tient registry between 1 January 2016 to 31 December 2020. Data was collected using a structured tool from med-
ical records and telephone interviews Data analysis was performed using Descriptive and inferential statistics.
Results: The median (£SD) age of the study participants at diagnosis was 48.50 +14.48 years. Adenocarcinoma
accounted for 73.8% of the cases. Regarding clinical stage, 92 (56.1%) of the patients were diagnosed with stage
1V and 84 (51.2%) of the cases had metastasized cancer, of which 47 (28.7%) participants presented with liver
metastasis. About 40% (65) of the cases were treated with partial gastrectomy followed by bypass surgery. At the
end of treatment follow-up, 110 (67.1%) of the patients were dead. A 5-year overall survival rate was 11% with a
median survival time of 18.6 months. In multivariate logistic regression, ECOG > 2 (AHR= 2.5, P=0.001), adeno-
carcinoma histologic type (AHR=0.4, P=0.004), ovary metastasis (AHR=2.9, P=0.035), liver + lung metastasis
(AHR=2.4, P= 0.048), paclitaxel + carboplatin chemotherapy (AHR=0.3, P= 0.044) were found to significantly
affect survival of the GC patients.

Conclusion: The survival outcome of gastric cancer is low and requires early detection in this study setting. The
findings underscore the importance of early detection and tailored treatment approaches based on prognostic fac-
tors.
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Introduction
Gastric cancer is the fifth most often diagnosed cancer
and the third most frequent reason for cancer death

tributed to lack of standard treatment strategies,
particularly following first-line therapy(2).Risk factors

worldwide (1). It is also associated with a lack of stand-
ard treatment strategies, particularly following first-line
therapy. In Ethiopia, the survival status of gastric
cancer patients is not well understood. Gastric cancer
(GC) is the fifth most often diagnosed cancer and the
third most frequent cause of cancer death worldwide.

In 2020, more than 1,089,000 new cases and 770,000
patients died of GC worldwide (2). This could be at-

for GC include male gender (incidence is double),
Helicobacter pylori infection, tobacco use, atrophic
gastritis, partial gastrectomy, and Ménétriers disease

3).

There is a large variation in the incidence of GC in dif-
ferent geographical regions. While the incidence of GC
is high in China, Japan, and Korea, it is relatively low in
most of Europe, North America, and Africa (4). The
World Health Organization (WHO) estimates a 15%



increase in non-communicable illnesses worldwide, with
more than a 20% increase occurring in Africa between
2010 and 2020. Mali, West Africa, is ranked 15" 5).

The highest prevalence of GC is found in a region com-
prising Rwanda, Burundi, Southwestern Uganda, and
Eastern Kivu province of the Democratic Republic of
Congo (6). There is a great deal of variation in reported
incidence and mortality among individual African coun-
tries. In Ethiopia, available works in the literature place
GC 9" among all cancers in incidence (7).

GC is an aggressive malignancy whose management and
early detection are challenging. There is no national or
institutional guideline on GC in Ethiopia, and healthcare
professionals use international guidelines. Moreover, no
study was previously done on the treatment pattern, his-
tologic types, survival status, and associated factors in
GC patients in Tikur Anbessa Specialized Hospital
(TASH), Ethiopia. Generating evidence on histologic
types, treatment patterns, treatment outcomes of various
cancers, survival status, and associated prognostic
factors has important practical value for patients,
healthcare providers, and researchers. Hence, the objec-
tive of the study is to determine the clinical outcomes
and prognostic factors for survival among GC patients
in the adult oncology unit of TASH, Addis Ababa, Ethi-
opia.

Materials and Method

A retrospective hospital-based study design was used.
Data were extracted from March 10 to July 12, 2021,
from the medical charts of GC patients who attended the
adult oncology unit of TASH from January 1, 2016, to
December 31, 2020. The hospital, established in 1972,
serves as the main referral center for the nation. It is a
teaching hospital for health science students and pro-
vides management services for more than 10,000 cancer
patients, including chemotherapy and radiotherapy.

Eligibility criteria

Adult patients aged > 18 years old with histologically
confirmed GC and, on chemotherapy were included.
Whereas, the patients who had incomplete information
on registration and medical charts (no information
about phone number, age, sex, and residency) and those
with non-carcinomatous gastric tumors were excluded.

Study variables
Treatment outcome (Death/ survival) was the dependent
variable. In addition, patient-related variables (age at

diagnosis and sex), disease-related variables (stage of

cancer at diagnosis, histologic type /grade, duration of
symptoms, Initial cancer site, and Eastern Cooperative
Oncology Group performance status, ECOG PS), and

medication-related variables (duration of
chemotherapy (number of cycles) and type of
chemotherapy regimen) were the independent
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variables.

Sample size determination and sampling procedure
All GC patients receiving treatment during the study
period and fulfilling the inclusion criteria were includ-
ed in the study. Data (no report of histopathology,
treatment, phone number, and cancer stage) were
incomplete for 39 patients. Finally, the records of 164
patients were used for the final analysis.

Data Sources, Collection and Management

A data abstraction form was designed based on the
availability of information on patient charts and re-
viewing the literature and utilized to collect infor-
mation on socio-demographic features, clinical and
pathological characteristics, and treatment approaches
used. Phone interview of patients or their families was
also performed to collect current event status, date of
death if they died, and the presence of co-morbidities,
which were not explicitly recorded in the patient charts.
Data were collected by a trained pharmacist and nurse.
The instruments were pretested on 5% of the sample
and appropriate modifications were performed accord-
ingly. Quality of the data was maintained through ap-
propriate training of the data collectors and pretesting
of the instrument. Additionally, daily follow-up was
made by the supervisor to confirm accuracy and con-
sistency of the collected data.

Data Analysis

Basic descriptive statistics like frequency, proportion,
mean, and median were used, and data are presented
using tables and graphs. Kaplan Meier analyses with a
life table were used to identify the overall survival rates
and median survival time. Variations in survival among
different variables were compared using the log-rank
test. Before running the Cox regression model, the as-
sumption of proportional hazard was tested, and varia-
bles with a p-value > 0.05 were considered. All varia-
bles with p<0.2 in the bi-variable Cox regression model
were included in a multivariable Cox regression model
analysis. Variables in the multivariable Cox model with
a p-value < 0.05 were considered to have a significant
association with survival of patients at a 95% confi-
dence interval.

Operational definitions

ECOG PS is a prognostic factor classified as : 0 -
Fully active, able to carry out all pre-disease
performance without restriction, 1- Restricted in
physically strenuous activity but ambulatory and able
to carry out work of a light or sedentary nature, e.g.
light house work, office work, 2- Ambulatory and
capable of all self-care but unable to carry out any work
activities. Up and about more than 50% of waking
hours, 3- Ambulatory and capable of all self-care but
unable to carry out any work activities. Up and about
more than 50% of waking hours, 4-Completely



disabled. Cannot carry on any self-care. Totally confined
to bed or chair, 5- Dead (8)

Ethics Approval and Consent to Participate

Ethical approval was obtained from the Ethics
Committee of the School of Pharmacy, College of Health
Sciences, Addis Ababa University (Ref No: ERB/
SOP/173/08/2020). Permission to conduct the study was
also sought from the Oncology Unit of the Department of
Internal Medicine, School of Medicine, College of Health
Sciences, Addis Ababa University.

The School of Pharmacy Ethical Review Committee and
the Oncology Unit of the Department of Internal Medi-
cine granted waiver the need to obtain informed consent
for the collection, analysis, and publication of the
retrospectively obtained and anonymized data for this
non-interventional study. All methods were carried out in
accordance with the relevant guidelines and regulations.
Only numerical identifications were used as a reference.
Confidentiality and anonymity of subjects were main-

tained by excluding identifiers, such as names or any
other personal identifiers. No disclosure of any names of
the patients or healthcare providers was made in relation
to the findings.

Results

Socio-Demographic Characteristics

The socio-demographic characteristics of the study
participants are depicted in Table 1. Out of the 164 GC
patients included in the study, males comprised 64% of
the sex category with a male- to-female ratio of 1.8:1.
The median age of the study participants at diagnosis

was 48.50 years (with the youngest being 18 years and
the oldest 87 years). Of these, 83 (50.6 %) were between
40-60 years of age, and 74 (45.1%) came from the
Oromia Region. A sizable proportion of the study
participants were married (143, 87.2%) (Table 1).

Table 1: Socio-demographic characteristics of gastric
cancer patients treated at the Oncology Unit of Tikur
Anbessa Specialized Hospital between 1 January 2016
and 31 December 2020, Addis Ababa, Ethiopia (n=164).
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Region
Oromia 74(45.2)
Addis Ababa 52(31.7)
SNNPR 24(14.6)
Ambhara 12(7.3)
Dire Dawa 2(1.2)
Religion
Orthodox 93(56.7)
Muslim 56(34.2)
Protestant 15(9.1)
Marital status
Married 143(87.3)
Single 14(8.5)
Widowed 3(1.8)
Divorced 4(2.4)

Southern Nations, Nationalities, and Peoples' Region

Clinical and Pathological Characteristics

All the 164 GC patients had a documented initial
functional status at the time of diagnosis. For instance,
nearly two-third of the patients (113, 68.9%) had
ECOG Performance Status score of 0-1, and almost
half of the cases (87, 53%) had = 6 months since the
first symptom started. The most common site of the
tumors and cancer cell type were the antrum (101,
61.6%), and adenocarcinoma (AC) (121, 73.8%),
respectively. As regards to pathological grading, half
(82, 50.0%) of the participants had poorly-
differentiated GC. Regarding clinical stage, 92
(56.1%) of the patients were diagnosed with stage 1V,
and 84 (51.2%) of the cases had metastasized cancer,
of which 47 (28.7%) had liver metastasis (Table 2).

Table 2: Clinical and pathological characteristics of
gastric cancer patients treated at the Oncology Unit of
Tikur Anbessa Specialized Hospital between 1 January
2016 and 31 December 2020, Addis Ababa, Ethiopia

(n=164).

Variables N (%)
Gender
Male 105(64.0)
Female 59(36.0)
Age
<40 years 50(30.5)
40-60 years 83(50.6)
>60 years 31(18.9)

Variables N (%)
ECOG performance at
diagnosis
ECOG 0-1 113(68.9)
ECOG >2 51(31.1)
Duration since the first
symptom start
<6month T1(47.0)
>6month 87(53.0)




Site of tumor

Antrum 101(61.6)
Body 21(12.8)
Cardia 17(10.4)
Gastro-oesophageal junction 15(9.1)
Fundus 10(6.1)
Histopathology
Adenocarcinoma 121(73.8)
Squamous cell carcinoma 30(18.3)
Lymphoma 13(7.9)
Pathological grading
Poorly-Differentiated 82(50.0)
Moderately-Differentiated 45(27.4)
Well-Differentiated 37(22.6)
Stage
4 92(56.1)
3 32(16.5)
2 27(17.7)
1 13(7.9)
Recurrences
Yes 26(15.9)
No 138(84.1)
Metastasis of disease
Yes 84(51.2)
No 80(48.8)
Site of Metastasis (n=84)
Liver 47(28.7)
Lung 17(10.4)
Ovary 10(6.1)
Lung and liver 10(6.1)

Eastern Cooperative Oncology Group

Treatment Approaches Used

The approaches used for treating GC patients are
depicted in Table 3. Out of the 164 patients with a
confirmed diagnosis of GC, 80 (48.7%) were given
palliative care. Whilst 68 (41.5%) patients did not
undergo surgery, about 65 (40%) of the cases were
treated with partial gastrectomy followed by bypass
surgery. The duration between surgery and
chemotherapy for almost half (83, 50.6%), of the

patients was = 3 months. The commonest
chemotherapy regimen was Cisplatin with paclitaxel
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(85, 51.8%) followed by Cisplatin with 5- Fluorouracil

(5-FU) (49, 29.9%) (Table 3).

One hundred forty-nine (90.9%) of the cases took < 7
cycles of chemotherapy. Of the study participants, 36
(22.0%) had comorbidity and 110 (67.1%) patients died
after 15.5 months of median follow-up.

Table 3: Description of the pattern of treatment used to
treat gastric cancer patients at the Oncology Unit of
Tikur Anbessa Specialized Hospital between 1 January

Variables N (%)
Treatment aim
Palliative 80(48.7)
Adjuvant 78(47.6)
Neo-adjuvant 6(3.7)
Type of surgery performed
No surgery 68(41.5)
Partial Gastrectomy 65(39.6)
Bypass surgery 28(17.1)
Total Gastrectomy 3(1.8)
Duration between surgery and
chemotherapy
<3 months 46(28.1)
=3 months 83(50.6)
Unknown ] 35(21.3)
Types of chemotherapy regimens
taken
Cisplatin + Paclitaxel 85(51.8)
Cisplatin +5 FU 49(29.9)
Paclitaxel + carboplatin 17(10.4)
CHOP 13(7.9)
Treatment change
No 130(79.3)
Yes 34(20.7)
Co-morbidity
1;10 128(78.0)
s 36(22.0)
Discontinuing Chemotherapy cycles
<7 cycles 149(90.9)
=7 cycles 15(9.1)
Follow up
Yes 41(25.0)
No 123(75.0)
Treatment outcomes
Dead 110(67.1)
Alive 54(32.9)
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Overall Survival Rate

A 5-year overall survival rate was 11% with a median survival time of 18.6 months (1-54 months) (95% CI:16.4
-19.6). The estimated cumulative survival rates of GC patients at the 1%, 2™, 3, and 4™ months were 66%, 32%,

18%, and 13%, respectively. The probability of survival was highest on the first day of diagnosis of GC, but it
decreased with increase in follow-up time (Figure 1).
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Figure 1: Kaplan Meier Plot for overall survival function in months of patients treated for gastric cancer at
the Oncology Unit of Tikur Anbessa Specialized Hospital between 1 January 2016 to 31 December 2020 Addis
Ababa, Ethiopia (n= 164).
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Figure 2A: The study found that the median survival time of GC having ECOG PS = 2 was significantly
(p<0.001) shorter than those with ECOG PS 0-1 (12.0 months 95% CI: 8.9-15.0).
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Figure 2B: Patients with AC had a shorter median survival time (22.0 months, 95% CI: 16.6- 21.3) (p< 0.004)
than those with squamous cell carcinoma (SCC).

©

Survival Functions

1.0 Co-morbidity
: —IINo
Myes
~—+—No-censored
+— yes-censored
0.8
= —
= 0.6
=
=
w
5
S 0.4+
0.2
0.0
T

o«
-
o

T T
20 30 40 50 60
Survival_month

Figure 2C: Patients with comorbidity had less survival time as compared to those without comorbidity (17.0
months, 95% CI:17.6-20.4) (P < 0.037).
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95% CI: 9.6-12.4) metastases was significantly lower compared to those with other sites of metastasis.

()

Survival Functions

1.0

0.8

0.6

Cum Survival

0.4

0.2+

Chemotherapy (CT)

- 1Cisplatin + Paclitaxel

fCisplatin + S FU
Paclitaxel + carbopatin

- 1CHOP

+ Cisplatin + Paclitaxel-

censored

+— Cisplatin + 5 FU-censored
Paclitaxel + carbopatin-
censored

—+— CHOP-censored

Figure 2E: Patients on paclitaxel + carboplatin had more survival time (23.0 months, 95% CI: 17.5-28.5)

o+

Survival_month

(p< 0.006) compared to those who received cisplatin + paclitaxel.
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Figure 2: Kaplan-Meier survival function among different groups of gastric cancer patients: (A); ECOG PS (B);
Histopathology (C); comorbidity (D); metastasis (E); Chemotherapy at Tikur Anbessa Specialized Hospital be-
tween 1 January 2016 to 31 December 2020, Addis Ababa, Ethiopia (n= 164).



Predictors of Gastric Cancer Mortality

Univariate analysis revealed that factors including
age, sex, ECOQG, histopathology, pathologic grading,
stage, comorbidity, and metastasis site, surgical
treatment modality, chemotherapy, and regimen
change contribute to mortality. In multivariable

analysis, ECOG PS, histopathology, comorbidity,
metastasis site, and type of chemotherapy were found
to have significant impact on survival (p < 0.05)
(Table 4). Patients with ECOG PS = 2 had 2.5 times
higher risk of death (adjusted hazard ratio (AHR)
=2.5, 95% CI: 1.4-4.5) as compared to those with
ECOG PS 0-1 patients.
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Patients with AC had a 60% less chance to die (AHR =
0.4, 95% CI: 0.2-0.7) as compared to SCC. GC patients
with comorbidities were 1.8-fold (AHR = 1.8, 95%
CI:1.2-3.3) more likely to die compared to non-co-
morbid conditions. Patients with ovarian metastasis as
well as liver and lung metastases had 2.9 (AHR = 2.9,
95% CI:1.1-7.9) and 2.5 (AHR =2.5, 95% CI:1.9-6.5)
times, respectively, higher risk of death than those with-
out metastasis,. Patients on paclitaxel + carboplatin had
a 70% less risk of death compared to those on cisplatin
+ paclitaxel (AHR = 0.3, 95% CI: 0.1-0.9)

(Table 4).

Table 4: Univariate and multivariate analysis of factors contributing to survival in gastric cancer patients treated
at the Oncology Unit of Tikur Anbessa Specialized Hospital between 1 January 2016 and 31 December 2020,

Addis Ababa, Ethiopia (n=164).

Variable Patients  Events Medi- Crude HR Adjusted P-value
an 95% CI) HR
Sur- (95% CI)
vival
Time
N % N %
Age
<40 50  30. 30 183 189 1 1
5 %
40-60 83 50. 56 341 192 1.3(0.7- 0.7(0.4-1.4) 0342
6 % 2.1)
>60 31 18. 24 146 175 1.5(0.8- 0.8(0.4-1.8)  0.654
9 % 2.7)
Sex
Male 10 o4 74 45.1 18.0 1 1
5 0
Female 59  36. 36 220 19.0 0.6(0.4- 0.6(0.4-1.2)  0.158
0 1.0)
ECOG
ECOG 0-1 11 68. 72 439 200 1 1
3 9
ECOG>2 51 31. 38 232 120 2.4(1.5- 2.5(1.4-4.5)  0.001*
1 3.5)
Histopathology
Squamous cell 30 18. 23 140 14.0 1 1
carcinoma 3
Adenocarcinoma 12 73. &4 512 220 0.5(0.3- 0.4(0.2-0.7) 0.004*
1 8 0.7)
Lymphoma 13 79 3 1.8 42.0 0.1(0.0- 0.4(0.1-2.1)  0.292

0.5)
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Pathological grading
Well- 37 22 22 134 210 1 1
Differentiated .6
Moderately- 45 27 26 159 190 0.9(0.5- 0.8(0.4-1.7)  0.522
Differentiated 4 1.7)
Poorly- 82 50 62 378 170 1.6(1.0- 0.9(0.5-1.9) 0915
Differentiated .0 2.6)
Stage
Stage 1 13 7. 8 49 20.0 1 1
9
Stage 2 27 16 12 73 23.0 0.6(0.2- 0.2(0.0-1.6)  0.07
5 1.5)
Stage 3 32 19 21 12.8 18.0 1.4(0.6- 0.4(0.1-1.3)  0.136
5 2.9)
Stage 4 92 56 69 421 170 1.8(0.9- 0.5(0.2-1.4)  0.198
1 3.6)
Co-morbidity
No 12 78 8 524 19.0 1 1
8 .0
Yes 36 22 24 146 170 1.4(0.9- 1.8(1.2-3.3)  0.037*
.0 2.3)
Site of Metastasis
No 80 48 46 28.0 21.0 1 1
.8
Liver 47 28 35 213 170 1.3(1.8- 0.9(0.5-1.8)  0.965
7 2.0)
Ovary 10 6. 8 4.9 9.0 2.1(1.0- 29(1.1-7.9)  0.035*
1 4.6)
Lung 17 10 12 73 23.0 1.1(0.6- 0.4(0.2-1.1)  0.100
3 2.2)
Lung and liver 10 6. 9 5.5 11.0 2.9(1.4- 2.4(1.9-6.5) 0.048%*
1 6.1)
Surgical Treatment Modality
No surgery 68 41 49 299 160 1 1
5
Total Gastrecto- 3 . 1 0.6 26.0 0.3(1.0- 0.3(0.0-4.5) 0.391
my 8 2.3)
Partial Gastrecto- 65 39 40 244 230 0.5(0.3- 0.3(0.1-1.1)  0.067
my .6 0.8)
Bypass surgery 28 17 20 122 110 1.0(0.6- 0.4(0.1-- 0.150
1 1.7) 1.3)
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Types of chemotherapy regimens taken

Cisplatin + 85 51. 68 41.5
Paclitaxel 8
Cisplatin + 5 FU 49 29. 31 18.9
9
Carboplatin + 17 10. 8 4.9
Paclitaxel 4
CHOP 13 79 3 1.8
Regimen change
No 13 79. 82 50.0
0 3
Yes 34 20. 28 17.1
7

7.0 T T

19.0 0.6(0.4- 0.6(0.3-1.1)  0.081
1.0)

23.0 0.4(0.2- 0.3(0.1-0.9)  0.044*
0.9)

35.0 0.2(0.0- 0.6(0.3-12)  0.162

19.0 1 1

17.0 0.7(0.5- 1.6(0.7-3.4)  0.184
1.1)

Variables showing significant association with mortality

Discussion

This study assessed the outcomes of GC patients in a
tertiary care hospital in Ethiopia. The male
predominance (1.8:1) aligns with other studies from
various countries, including US-Mexico (4), Turkey
(5),Taiwan(6), Nigeria(7),and Ethiopia(8)
suggesting potential gender-related risk factors,
including the protective role of estrogen(9).

The median age at diagnosis was 48.5 years, with 50.6
% of patients between 40-60 years. This is concordant
with the Nigerian (7) and other Ethiopian studies (8),
but lower than the Taiwan study (5). This discrepancy
could be due to differences in life expectancy, socio-
economic status, and dietary habits, including the
consumption of raw red meat and high-fat content in
Ethiopia, as well as the lack of birth registration in rural
areas.

Most patients were from Oromia (45.1%), consistent
with previous findings(8). The proximity to TASH and
limited tertiary care facilities in the region may explain
this distribution. The predominant tumor location was
the antrum (61.6%), consistent with studies in Nigeria
(64.8%)(7) and Ethiopia (40.7%)(8) but differing
from US-Mexico(4), Turkey(6), and Taiwan(5), where
proximal locations were more common. This
variation might be due to geographical differences,
genetic polymorphisms, time trends, and lifestyle
factors.

AC was the most common histopathological type
(73.8%), aligning with studies in Turkey (6) Iran(10),
and China(11). Half of the patients had poorly
differentiated carcinoma, similar to findings in China

(12) and Korea(13), indicating a high prevalence of
aggressive tumor types in these populations.

Contrary to some studies, the stage of GC was not
significantly associated with survival in our study,
possibly due to differences in sample size, study design,
and follow-up period. For instance, the Italian study
showed that the 5-year overall survival decreased from

75.0% for stage 0-I to 1.7% for stage IV(6,14). Around
51.2.% of patients had metastatic cancer at presentation,
similar to reports from Turkey(15), Iran(16), and
Ethiopia(8). Late presentation could be attributable to
the asymptomatic nature of early-stage GC, lack of
screening programs, and poor healthcare accessibility,
especially for patients living far from TASH.

Partial gastrectomy was performed in 39.6% of the
cases, consistent with reports from China (11) and US-
Mexico(4). However, studies in Japan and Iran reported
higher rates of complete resection(9, 10), likely due to
differences in surgical practices and

healthcare infrastructure. Our study showed a survival
rate of 32.9%, with death occurring in 67.1% of patients,
similar to studies in Latin America (4) , Italy(17), China
(11), and Turkey(18, 6). This similarity may be due to
delayed diagnosis, advanced lymph node
metastasis, and frequent peritoneal dissemination at first
operation.

The 1-, 3-, and 5-year survival rates of GC patients
were 66%, 18%, and 11%, respectively. These findings
are lower than other studies due to limited healthcare
access, lack of early-stage cancer screening programs,
and late-stage diagnosis(4, 10, 18). Variations in study
design and local cancer care may also contribute to
differences in survival rates. The Kaplan-Meier survival



curves stratified by AJCC staging, with the number at
risk, are presented to address this aspect.

In the multivariable Cox regression model, ECOG PS

= 2, AC histologic type, ovary metastasis, liver +
lung metastasis, and paclitaxel + carboplatin were
significant prognostic factors for poor survival. Patients

with ECOG PS >2 had a higher risk for death than
those with ECOG performance 0-1 patients. This
finding is supported by studies conducted in Italy(17),
Korea(19), and Japan (20), indicating that high ECOG
PS is associated with poor survival outcomes across
different populations.

In the current study, patients with AC were 40% less
likely to die than those with SCC. This is similar to
studies done in the USA (21) and China (22), which
revealed that SCC had a worse chance of survival com-
pared to AC histology, possibly due to the aggressive
nature and late-stage identification of SCC.

GC patients with a comorbid condition had a 1.8 times
higher risk of death than non-comorbid conditions. This
is in agreement with studies conducted in Canada(23)
and Nigeria (7), suggesting that comorbidities signifi-
cantly impact survival by limiting treatment options and
increasing complications.

In the present study, patients with ovarian metastasis
and liver + lung metastasis were more likely to die and
this in line with other studies conducted in Japan, show-
ing that GC metastasis to these sites is associated with
poor prognosis >, In addition, Kim et al. (23) and Cata-
lano et al. (20) confirmed that multiple metastatic sites
increase the risk of death.

The finding of this study demonstrates that patients on
paclitaxel + carboplatin had a decreased likelihood of
death than those on cisplatin + paclitaxel. This is
discordant with other studies in Italy (14), and Turkey

(6) ,which could be due to differences in treatment
protocols availability of anticancer agents and the
toxicity profile of cisplatin.

Limitation of the study

Because the data were gathered retrospectively, it is
possible that not all of the relevant information from the
patients' charts could be extracted. It was also difficult
to generalize the findings of a small sample size study
conducted at a single facility. Patients with incomplete
records were excluded, which may have induced selec-
tion bias during secondary data collection.

Despite the limitations listed above, the study's main
strength was that it examined the entire treatment pat-
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tern for GC in Ethiopia as well as the median survival
rate to determine the patients' status using chart review
and a phone interview. This study was carried out at the
TASH Radiotherapy Center, the country's first and larg-
est radiotherapy facility, which may represent the major-
ity of the country's population.

Recommendation

There is a need for additional research to be conducted
using longitudinal designs, longer durations of follow-
up, larger sample size and multicentre studies to better
investigate the clinical outcomes and prognostic factors
for survival among GC patients in Ethiopia.

Conclusions

Patients with GC had a low five-year overall survival
rate. Significant predictors of mortality included ECOG
PS >2, AC histology, comorbidities, ovary and liver +
lung metastases, and carboplatin + paclitaxel. Early de-
tection and improved treatment strategies are needed to

enhance survival outcomes.
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